Spontaneous spinal epidural haematoma is a rare and devastating disorder. To the best of our knowledge, only 4 haemodialysis patients with the diagnosis of spontaneous spinal epidural haematoma have been reported in the literature. Here, we reported a 70-year-old male haemodialysis patient who presented with a sudden onset of severe sharp neck pain. Spontaneous spinal epidural haematoma with cord compression from C2 to C6 was diagnosed by magnetic resonance imaging. After emergency surgery, the patient recovered completely from the profound neurological deficits. The relevant literatures were also reviewed. (Hong Kong j.emerg. med. 2017;24:45-49) 
Introduction
Dialysis patients have a heavy symptom burden, including pain, that affects their quality of life. 1 In a systematic review, Murtagh et al reported the mean prevalence of pain among dialysis patients was 47%, ranging from 8% to 82%. 2 The majority of pain was musculoskeletal in origin. 1 However, severe neck pain in a haemodialysis patient resulting from spontaneous spinal epidural haematoma (SEH) is rare, and the initial presentation may be misdiagnosed as symptoms associated with chronic haemodialysis. Only 4 haemodialysis patients with spontaneous SEH have been described in the literature. [3] [4] [5] [6] Herein, we reported a case of spontaneous cervical SEH in a haemodialysis male presenting only with severe sharp neck pain. The relevant literatures were also reviewed.
Case report
A 70-year-old male with type II diabetes mellitus and diabetic nephropathy had undergone haemodialysis for more than 10 years. He recently suffered from an acute onset of severe sharp neck pain following severe cough and was admitted to our emergency department (ER) one hour later. He had just undergone haemodialysis the day before this admission. There was no past history of trauma, fall or spinal manipulation. He did not take any antiplatelet agent or anticoagulant. At the ER, his blood pressure was 245/121 mmHg; respiratory rate was 16/min; and body temperature was 36 degrees Celsius. The patient was alert, well-oriented and afebrile. Muscle strength and deep tendon reflexes of both extremities were normal. His sensory function was normal.
Laboratory examination revealed a platelet count of 93 x 10 9 /L, international normalised ratio of 1.02, prothrombin time of 10.9/sec, activated partial thromboplastin time of 28.6/sec, blood urea nitrogen of 6.4 mmol/L, and creatinine of 442.6 mmol/L. Computed tomography (CT) scan of the cervical spine revealed a hyperdense epidural mass extending from levels C3 to C6 (Figure 1 ). The subsequent magnetic resonance imaging (MRI) of the cervical spine revealed that the mass was located mainly at the right dorsal aspect of the spinal canal, from C2 to C6, causing spinal cord compression. The mass appeared as an isointensity on the spinal cord on T1-weighted images and high-intensity on T2-weighted images. The mass was identified as a SEH (Figure 2 ). Emergency cervical laminoplasty from C2 to C6 was performed to evacuate the epidural haematoma 7 hours after onset of the symptoms. During the operation, a dark blood clot located in the right dorsal aspect of the spinal canal was seen ( Figure 3 ). No obvious vascular abnormalities were found intraoperatively. Pathological examinations confirmed the diagnosis of haemorrhage without evidence of vessel malformation or malignancy. The postoperative course was uneventful with progressive complete recovery from the profound deficits.
Discussion
SEH is an uncommon and devastating neurosurgical emergency because of the severity of cord compression. The majority of SEH is caused by surgical procedures or traumatic events. Spontaneous SEH is a relatively rare entity. 7 The annual incidence of spontaneous SEH has been estimated to be 0.1 per 100,000 patients. 8 Because of the availability of more sensitive diagnostic tools such as CT or MRI, the incidence may increase. 6, 7 Many factors contribute to the formation of s p o n t a n e o u s S E H , i n c l u d i n g h a e m o p h i l i a , hypertension, neoplasm, vascular malformation, anticoagulant or antiplatelet medication, sneezing, severe cough, straining, lifting or coagulopathy. 3, 5, 8 The pathophysiological mechanism of spontaneous SEH remains unclear. Since haematomas of the dorsal aspect of the spinal canal are predominant, the haemorrhage may originate from bleeding of the posterior epidural venous plexus. 7 After exercise or other manoeuvres, fluctuating pressure between intrathoracic or intraabdominal areas and venous epidural pressure may cause rupture of the delicate vessels in the valveless venous plexus. 8 In haemodialysis patients, platelet dysfunction associated with uraemia is a major cause of bleeding. 4 O t h e r w i s e , u s e o f a n a n t i c o a g u l a n t d u r i n g haemodialysis may contribute to the bleeding tendency. It seems that haemodialysis patients have a relatively high risk of developing spontaneous SEH. However, only 4 haemodialysis patients with the diagnosis of spontaneous SEH have been reported in the literature (Table 1) . [3] [4] [5] [6] Although the clinical presentations of SEH vary depending on the level affected by the haematoma and the severity of cord compression, the most common symptoms are a sudden onset of back pain followed by neurological deficits such as motor, sensory or sphincter dysfunction. 7, 8 In the published reports of haemolysis patients (Table 1) , all presented with motor or sensory deficits after a sudden onset of back or neck pain, except our case. Pain originating from the musculoskeletal system is a common symptom in dialysis patients. 1 However, chronic muscular pain and a sudden onset of sharp pain should be differentiated based on a detailed history-taking and physical examination, especially when no obvious progressive motor or sensory loss is noted, as in our case.
MRI is the "gold standard" modality used to identify the lesion accurately and depict its effect on the spinal cord. 3, 8 The signal changes on T1-weighted and T2-weighted images vary depending on the duration of clot formation and oxygenation. 5, 9 In general, because spontaneous SEH is an acute event, most haematomas appear as isointense on T1-weighted images and as a hyperintensity on T2-weighted images within the first 24 hours after the presentation of symptoms. 9 After 24 hours, the signal intensity would be isodense on T1-weighted images and low on T2-weighted images. The haematoma in all published cases (Table 1), including ours, was confirmed within 12 hours after the onset of symptoms, except in the case described by Ziyal et al. 6 Although some cases with minimal neurological deficits have been successfully managed with conservative treatment, surgical intervention remains the best treatment choice for symptomatic patients, especially in cases involving the cervical spine. 8 Among the published cases (Table 1) , [3] [4] [5] [6] laminectomy was the most preferred surgical procedure to decompress the neural structure, evacuate the haematoma and explore the vascular lesion. However, standard laminectomy has been reported to result in late cervical deformities, including the formation of kyphosis and segmental instability. 10 Therefore, our patient underwent cervical laminoplasty to decompress the cord, evacuate the haematoma and avoid further instability associated with cervical laminectomy. The surgical outcome depends on the preoperative severity of neurological function, the level and extent of the lesion, and the interval between surgical intervention and the onset of symptoms. 7, 8 All patients in the published cases (Table 1) had a good outcome after treatment, except one case described by Ziyal et al. 6 Our patient also had full recovery after the emergency decompression surgery.
In conclusion, although spontaneous SEH is a rare and devastating disorder, this diagnosis should be kept in mind when a haemodialysis patient suffers from a sudden onset of severe sharp neck pain. Early diagnosis and surgical intervention remain the best management for these cases.
